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A working group of the UK medical royal colleges reported
recently on the core competencies needed by all postgraduate
specialist trainees regarding substance misuse.1 This follows
other recent reports, including those from individual royal
colleges, parliament, and other stakeholders, that highlight the
need to change the system by which we recognise and manage
drug and alcohol misuse. Such changes were implemented in
the undergraduate curriculum after the International Centre for
Drug Policy produced guidance on teaching about substance
misuse in 2007.2 However, the knowledge and skills learnt at
medical school are not yet part of the core competencies of
postgraduate medical training in the United Kingdom.
The increasing use of illicit drugs and the hazardous
consumption of alcohol provide a growing challenge for the
NHS. In 2009-10, more than one million hospital admissions
in England were alcohol related,3 at a cost of almost £3bn
(€3.8bn; $4.7bn).4 It is estimated that in England alone, 25% of
the adult population (7.6 million people) drink hazardous
amounts of alcohol and almost half of them show signs of
alcohol related ill health.4 In addition, around 9% of adults
questioned as part of the British crime survey 2010-11 admitted
to illicit drug use at least once in the past year.5 As numbers of
cases increase so too do costs and workloads.
Of specific concern, clinicians often miss opportunities to
identify and provide effective interventions for people with
harmful drinking and drug use. Only about 6% of people with
alcohol dependency in England receive appropriate treatment,
perhaps because clinicians fail to ask patients about their drug
and alcohol use in routine consultations.6
The royal colleges working group’s core competencies for all
postgraduate trainees have been grouped into the three domains
common to most postgraduate curriculums—knowledge, skills,
and attitudes and behaviour (summarised in the box).1
As with any new intervention in medical training, setting out
the core competencies is just the starting point of a longer and
more complex journey. The way in which the competencies are
taken up and integrated into the existing curriculums, teaching
programmes, and assessment programmes of the specialty
training schools will be key to the success of the endeavour.
The report’s aim of introducing these competencies across all
specialty schools highlights not only the importance of the
problem of substance misuse, but also that it is a problemwithin
all healthcare disciplines, from child health and paediatrics
through to the care of older adults. The report also serves as a
reminder to all royal colleges that attitudes to dealing with drug
and alcohol misuse need to change throughout the medical
profession. Improving the detection and treatment of this
increasingly common condition is the responsibility of all
doctors, and any potential conflicts between personal attitudes
and professional duties must be tackled. These competencies
would not be complete if they did not cover the prevalence of
alcohol and drug misuse among doctors, sources of help for
doctors with alcohol and drug problems, and the obligation to
act if a colleague’s drinking or drug use threatens patient care.
The report is rightly ambitious in deciding that competencies
should be implemented across all specialties, each with their
very different curriculums, training requirements, assessment
tools, and teaching arrangements. Although all the royal colleges
have adopted modern educational approaches that include
supervised training and e-portfolio resources, methods of
teaching and the emphasis given to face to face teaching vary.
For example, some specialty trainees attend weekly teaching
sessions whereas others attend less frequent, day long regional
training days. The report does not mention how the core
competencies will be delivered or assessed. A multifaceted
approach will be needed—probably a combination of face to
face teaching, simulated patients, and instruction on conducting
motivational interviewing and “brief intervention” techniques.7 8
In addition, it will be important for doctors to know that a
multidisciplinary approach (psychology, clinical pharmacology,
and specialist nurse input) should be used. A robust system of
assessment that will drive the desired change in behaviour
(implementation of the competencies and change in practice)
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The working group’s core competencies for all postgraduate trainees
Knowledge
Effects, common presentations, and potential for harm of alcohol and other drugs
Addictive potential of alcohol and other drugs, including prescribed and over the counter drugs
Range of interventions, treatments, and prognoses for use of alcohol and other drugs
Effects of alcohol and other drugs on the unborn child, children, and families
Recommended limits on alcohol intake
Skills
Become competent in assessing the use of alcohol and other drugs, including history taking and the use of validated tools
Recognise the wide range of acute and long term presentations associated with the use of alcohol and other drugs (such as trauma,
depression, and hypertension)
Provide brief advice on the use of alcohol and other drugs
Provide management or referral when appropriate
Attitudes and behaviour
Work in a supportive, empathic, and non-judgmental manner without collusion
Be confident and comfortable discussing the use of alcohol and drugs with patients
Act appropriately on any worries about own or colleagues’ use of alcohol or drugs
rather than just confirm that the information has been delivered
will be necessary. The report does not mention how such extra
multifaceted teaching and assessment should be financed.
Currently, the delivery and teaching of specialty training
curriculums is largely organised at the level of the deanery or
hospital trust and large variations exist. Inconsistency could
undermine the quality of the training for these complex skills,
however.
The royal colleges should be praised for uniting in their efforts
to make prevention, screening, and early intervention for the
misuse of drugs and alcohol the responsibility of every doctor,
regardless of the route they take to gain specialty registration.9
However, some key areas for discussion remain to ensure that
their laudable aims do not fall victim to the tick box culture that
is prevalent in postgraduate medical training.
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